
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00498

ID:   Z602

SAINT PAUL, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

2

12/31

05/12/2016

CAPITOL VIEW TRANSITIONAL CARE CENTER245534

04

640 JACKSON STREET

55101

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  32 (L18)

13.Total Certified Beds  32 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 32

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

04/01/1989

00

03001

05/12/2016 05/18/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Mary Heim, HPR Social Work Specialist Kate JohnsTon, Program Specialist
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A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  05/18/2016

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245534 05/12/2016

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

640 JACKSON STREET
CAPITOL VIEW TRANSITIONAL CARE CENTER

SAINT PAUL, MN  55101

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

 Capitol View Transitional Care Center has been 

found to be in compliance with the requirements 

of 42 CFR Part 483, Subpart B, and 

Requirements for Long Term Care Facilities.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Z60211Event ID: Facility ID: 00498 If continuation sheet Page  1 of 1
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A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/18/2016 

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00498 05/12/2016

NAME OF PROVIDER OR SUPPLIER

CAPITOL VIEW TRANSITIONAL CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

640 JACKSON STREET

SAINT PAUL, MN  55101

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 

144A.10, this correction order has been issued 

pursuant to a survey.  If, upon reinspection, it is 

found that the deficiency or deficiencies cited 

herein are not corrected, a fine for each violation 

not corrected shall be assessed in accordance 

with a schedule of fines promulgated by rule of 

the Minnesota Department of Health.

Determination of whether a violation has been 

corrected requires compliance with all 

requirements of the rule provided at the tag 

number and MN Rule number indicated below.  

When a rule contains several items, failure to 

comply with any of the items will be considered 

lack of compliance.  Lack of compliance upon 

re-inspection with any item of multi-part rule will 

result in the assessment of a fine even if the item 

that was violated during the initial inspection was 

corrected. 

You may request a hearing on any assessments 

that may result from non-compliance with these 

orders provided that a written request is made to 

the Department within 15 days of receipt of a 

notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On May 9th, 10th, 11th and 12th , surveyors of 

this Department's staff, visited the above provider 

and the following correction orders are issued.  

When corrections are completed, please sign and 

date, make a copy of these orders and return the 

original to the Minnesota Department of Health, 

Division of Compliance Monitoring, Licensing and 

Minnesota Department of Health is 

documenting the State Licensing 

Correction Orders using federal software. 

Tag numbers have been assigned to 

Minnesota state statutes/rules for Nursing 

Homes.

Minnesota Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 76899STATE FORM Z60211



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/18/2016 

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00498 05/12/2016

NAME OF PROVIDER OR SUPPLIER

CAPITOL VIEW TRANSITIONAL CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

640 JACKSON STREET

SAINT PAUL, MN  55101

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 000Continued From page 1 2 000

Certification Programs; P.O. Box 64900, St. Paul, 

Minnesota 55164-0900.

The assigned tag number appears in the 

far left column entitled  "ID Prefix Tag."  

The state statute/rule out of compliance is 

listed in the "Summary Statement of 

Deficiencies" column and replaces the "To 

Comply" portion of the correction order. 

This column also includes the findings 

which are in violation of the state statute 

after the statement, "This Rule is not met 

as evidence by." Following the surveyors 

findings are the Suggested Method of 

Correction and Time period for Correction.

PLEASE DISREGARD THE HEADING OF 

THE FOURTH COLUMN WHICH 

STATES, "PROVIDER'S PLAN OF 

CORRECTION."  THIS APPLIES TO 

FEDERAL DEFICIENCIES ONLY. THIS 

WILL APPEAR ON EACH PAGE. 

THERE IS NO REQUIREMENT TO 

SUBMIT A PLAN OF CORRECTION FOR 

VIOLATIONS OF MINNESOTA STATE 

STATUTES/RULES. 

 2 302 MN State Statute 144.6503 Alzheimer's disease 

or related disorder train

ALZHEIMER'S DISEASE OR RELATED 

DISORDER TRAINING:

MN St. Statute 144.6503

(a) If a nursing facility serves persons with 

Alzheimer's 

disease or related disorders, whether in a 

segregated or general unit, the facility's direct 

care staff 

and their supervisors must be trained in dementia 

care.

 2 302

Minnesota Department of Health

If continuation sheet  2 of 76899STATE FORM Z60211



A. BUILDING: ______________________
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(b) Areas of required training include:

(1) an explanation of Alzheimer's disease and 

related disorders;

(2) assistance with activities of daily living;

(3) problem solving with challenging behaviors; 

and

(4) communication skills.

(c) The facility shall provide to consumers in 

written or electronic form a description of the 

training program, the categories of employees 

trained, the frequency of training, and the basic 

topics covered.

(d) The facility shall document compliance with 

this section.

This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to provide to residents and/or their 

designated representatives a description of the 

training program for Alzheimer's disease and 

related disorders, the categories of employees 

trained, the frequency of training, and the basic 

topics covered. This had the potential to impact 

all 22 residents of the facility.

Findings include:

On 5/12/16 at 9:22 a.m. the administrator 

reported the facility had failed to provide to  

residents and/or their designated representatives 

a description of the training program for 

Alzheimer's disease and related disorders, the 

categories of employees trained, the frequency of 

training, and the basic topics covered. 

The All Staff In-Service Training policy, last 
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reviewed 7/14/15, directed staff on Annual 

Education Topics: "Alzheimer's/Dementia: an 

explanation of Alzheimer's disease and related 

disorders; assistance with activities of daily living' 

problem solving with challenging behaviors; and 

communication skills. The facility shall provide to 

consumers in written or electronic form a 

description of the training program, the categories 

of employees trained, the frequency of training 

and the basic topics covered."

SUGGESTED METHOD OF CORRECTION: The 

administrator or designee could develop a 

process to provide to consumers in written or 

electronic form a description of the Alzheimer's 

disease and related disorders  training program, 

the categories of employees trained, the 

frequency of training and the basic topics 

covered. The administrator or designee could 

educate staff involved in this process on the new 

procedure.

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 

Prevention And Control

(a) A nursing home provider must establish and 

maintain a comprehensive tuberculosis

infection control program according to the most 

current tuberculosis infection control guidelines 

issued by the United States Centers for Disease 

Control and Prevention (CDC), Division of 

Tuberculosis Elimination, as published in CDC's 

Morbidity and Mortality Weekly Report (MMWR). 

This program must include a tuberculosis 

 21426
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infection control plan that covers all paid and 

unpaid employees, contractors, students, 

residents, and volunteers. The Department of 

Health shall provide technical assistance 

regarding implementation of the guidelines.

(b) Written compliance with this subdivision must 

be maintained by the nursing home.

This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to document complete results of the 

tuberculosis (TB) skin test (TST) that was given 

for 1 of 5 residents (R158) reviewed for TB 

screening. The facility failed to ensure completion 

of Baseline TB Screening Tool for Nursing Home 

and Boarding Care Home Residents for 5 of 5 

residents (R17, R123, R153, R158, R163). In 

addition, the facility failed to document results of 

the TST given for 1 of 5 employees (E1) reviewed 

for TB screening.

Findings include:

R158 was admitted to the facility on 4/12/16, per 

R158's admission Minimum Data Set (MDS). 

R158's immunization record revealed R158 was 

given the first step TST on 4/12/16 with results 

read on 4/14/16. The second TST was not given. 

The Baseline TB Screening Tool for Nursing 

Home and Boarding Care Home Residents was 

not completed.

R17 was admitted to the facility on 3/14/6, per 
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R17's admission MDS. The Baseline TB 

Screening Tool for Nursing Home and Boarding 

Care Home Residents was not completed.

R123 was admitted to the facility on 3/17/16, per 

R123's entry MDS. The Baseline TB Screening 

Tool for Nursing Home and Boarding Care Home 

Residents was not completed.

R153 was admitted to the facility on 4/1/16, per 

R153's admission MDS. The Baseline TB 

Screening Tool for Nursing Home and Boarding 

Care Home Residents was not completed.

R163 was admitted to the facility on 5/4/16, per 

R163's immunization record. The Baseline TB 

Screening Tool for Nursing Home and Boarding 

Care Home Residents was not completed.

E1's start date was 2/25/16. The first step TST 

was given on 2/21/16, with results read on 

2/23/16. The second step TST was not given.    

On 5/12/16, at 10:25 a.m. director of nursing 

(DON) confirmed they did not do symptom 

screening for residents, did not have symptom 

screening forms completed. DON also confirmed 

R158 did not have a 2nd step TST. At 11:00 a.m. 

DON further stated all new staff get initial 1st step 

TST before working. If they had 2 step TST 

recently it would be accepted. If they had proof of  

TST 1st step they would do 2nd step here. 

Everyone should have 2nd step TST.

Capitol View undated policy MI20 - Tuberculosis, 

Screening Patients for directed "This facility shall 

screen all patients for tuberculosis infection and 

disease (TB)... b. Any patient without 

documented negative TST, BAMT or CXR within 

the previous 12 months will receive a baseline 

(two-step) TST or (one-step) BAMT upon 
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admission... g. Screening of new admissions or 

readmissions for Tuberculosis infection and 

disease will be in compliance with State 

regulations."

Capitol View undated policy MI19 - Tuberculosis, 

Employee Screening for directed "All employees 

shall be screened for tuberculosis (TB) infection 

and disease, using a two-step tuberculin skin test 

(TST) or blood assay for Mycobacterium 

tuberculosis (BAMT) and symptom screening, 

prior to beginning employment... a. If the reaction 

to the first skin test is negative, the facility will 

administer a second skin test 1 to 2 weeks after 

the first test.  

SUGGESTED METHOD OF CORRECTION: The 

director of nursing or designee, could 

review/revise policies on resident and employee 

Tuberculosis screening and perform audits to 

ensure the policy was being followed.

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.
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